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Abstract
Background: The health benefits of marriage have been demonstrated mainly by studies on Western populations. This
study aims to test whether the benefits are also valid in East Asian populations.
Methodology/Principal Findings: Individuals (n = 8,538) from China, Japan, Taiwan, and the Republic of Korea were
sampled from the 2006 East Asian Social Survey. The association between self-rated health status and two marriage-related
independent variables was analyzed using multivariate logistic regression models. In a two-level analysis for individuals
from all countries, married individuals were more likely to report very good or good health compared to their never-married
counterparts [odds ratio (OR) 1.56; 95% confidence interval (95% CI) 1.1622.10]. However, the addition of marital
satisfaction disintegrated the significant association of marriage with self-rated health. Married individuals in satisfying
marriages were more likely to report very good or good health compared with never-married individuals (OR 1.85; 95% CI
1.3722.50). In contrast, married individuals in dissatisfying marriages were as likely to report very good or good health as
never-married individuals (OR 0.78; 95% CI 0.5021.24). In a one-level analysis for each country, the importance of marital
satisfaction varied greatly across countries. Unlike in other countries, in Japan, married individuals in dissatisfying marriages
were about half as likely to report very good or good health as never-married individuals (OR 0.51, 95% CI 0.3120.83),
thereby showing no significant benefits from marriage with regard to self-rated health.
Conclusion/Significance: The present study of East Asian countries suggests that marital satisfaction is of greater
importance in determining self-rated health than marriage itself, and that the importance of marital satisfaction varies
across countries. Further research is required to better understand the relationship between marital satisfaction and selfrated health in different socio-cultural settings, and to establish effective social policies aiming at improving public health.
Citation: Chung W, Kim R (2014) Does Marriage Really Matter to Health? Intra- and Inter-Country Evidence from China, Japan, Taiwan, and the Republic of
Korea. PLoS ONE 9(8): e104868. doi:10.1371/journal.pone.0104868
Editor: Julian W. Tang, Alberta Provincial Laboratory for Public Health/University of Alberta, Canada
Received November 8, 2013; Accepted July 17, 2014; Published August 12, 2014
Copyright: ß 2014 Chung, Kim. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.
Funding: These authors have no support or funding to report.
Competing Interests: The authors have declared that no competing interests exist.
* Email: claire00@yuhs.ac

U.S. [4,7,10,11], England [12–14], Canada [6,15], Finland [16],
Sweden [17], and several other European countries [18,19].
Finally, the association between marriage and health has not
been examined through either a nationwide analysis or an intercountry study. An inter-country study performed in a coordinated
research setting is expected to produce evidence that is more
generalizable.
Therefore, to better understand the association between
marriage and individual health, the present study addresses the
three points just mentioned. We analyzed a dataset from the 2006
East Asian Social Survey (EASS), which comprises individuals
from China, Japan, Taiwan, and the Republic of Korea (hereafter,
Korea), both separately for each country and as a whole.

Introduction
Researchers have found that various factors affect individual
health [1–3]. In particular, many studies have focused on the role
of marriage, suggesting that marriage is associated with better
health [4–7]. However, the relationship between marriage and
health requires further investigation for several reasons.
First, along with marriage itself, marital satisfaction may be
important for health, as shown in previous studies [8,9]. If this
factor is ignored, researchers may fail to understand the health
differential between unmarried and married persons. Nonetheless,
only a few researchers have paid attention to the variable of
marital satisfaction [6,7,10], and even their findings are difficult to
generalize owing to limitations such as small sample sizes or the
use of non-random sampling.
Second, in Asian countries, the association between marriage
and health may differ from that found in Western countries, owing
to their different socio-cultural characteristics. Past studies on this
topic have focused mainly on Western countries, including the
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To ascribe self-rated social class, an individual was asked ‘In our
society there are groups that tend to be towards the top as well as
groups towards the bottom. Where would you put yourself on this
scale?’ Available choices were numerical on a 10-point scale in
Taiwan, Japan and Korea and on a 5-point scale in China. We
converted the 10-point scale into a 5-point scale to be consistent
with one another and obtained four categories of a self-assessed
social class variable; lowest, low, high, and highest. According to
employment status, individuals were divided into two groups:
employed and not employed (unemployed, retired, permanently
disabled and out of the labor force, students, and housewives).
Three groups were constructed based on religion: Christian,
Buddhist, and other (Muslim, atheist, agnostic, and other
religions).

Methods
Data Source and Study Sample
Data were derived from the EASS. The EASS is an East Asian
version of the European Social Survey, which has been
administered in over 30 countries in Europe. In the EASS, China,
Japan, Taiwan, and Korea shared a common module from a
General Social Survey-type questionnaire, and each country
implemented a nationally representative sample survey. Samples
were selected using a multistage stratified random sampling
method [20]. The survey methodology was described previously
in an online report (http://www.eassda.org/).
In the present study, we used the 2006 EASS dataset, which
drew on in-person interviews conducted from June to December
2006 in each country. Out of 8,842 individuals aged 20 years and
over in total, we excluded 304 (3.43%) due to missing values, but
we encountered no significant differences between the datasets
before and after the exclusion (P,0.775 for gender; P,0.769 for
age). Finally, we analyzed data from 8,538 individuals, consisting
of 3,054 individuals in China, 1,982 in Japan, 1,981 in Taiwan
and 1,521 in Korea.
The EASS data archive provides publicly available data from
respondents whose identities are undisclosed. Verbal informed
consent was obtained from all participants due to the limited time
for survey interviews, and waivers of written consent were
authorized by an ethics committee. Ethical approval for this study
was granted by the institutional review board of the Graduate
School of Public Health, Yonsei University, Seoul, Korea.

Analytic Procedures
For each independent variable, we performed a four-fold
analysis. First, we compared the characteristics of the respondents
for each country. Second, using a x2 test, we examined the
differences in the proportions of individuals reporting very good or
good health for each characteristic. Any characteristic that was
significantly related to reporting very good or good health at the
5% level was selected for a multivariate logistic analysis. Third, we
pooled individuals from all countries and employed a two-level
multivariate logistic analysis, as the individuals in the sample were
likely to be correlated within the same country. Finally, in order to
draw country-specific findings, we performed a one-level multivariate logistic analysis for each country. For every multivariate
logistic analysis, we presented the adjusted odds ratios (ORs) with
95% confidence intervals (CIs) [21]. Values of P,0.05 were
considered to be statistically significant. All analyses were
conducted using SAS version 9.2 (SAS Institute, Cary, NC).

Measures and Variables
The dependent variable was obtained from an individual’s selfrated health. Each individual was asked ‘How would you rate your
health?’ and was prompted to answer on a 5-point scale. For
analytical simplicity, a dichotomous health variable was constructed such that ‘1’ indicated that the individual’s answer was very
good or good, and ‘0’ indicated otherwise.
Two marriage-related variables were separately considered as
independent variables: the marital status variable and the marital
status and satisfaction variable. For the marital status variable,
individuals were divided into three states: (a) married, (b) nevermarried, and (c) married but single (widowed, divorced, or
separated). We removed unmarried individuals cohabitating with
their partners because this category included only 22 individuals
(0.24%).
To construct the marital status and satisfaction variable, we
used additional information provided by each married individual.
During the survey, a married individual was asked, ‘All things
considered, how would you describe your marriage? Would you
say that you are very satisfied or dissatisfied with your marriage?’
and was encouraged to answer on a 5-point scale. We grouped
these answers into three states: (a) married and satisfied, (b)
married and average, and (c) married and dissatisfied. Combining
these three groups with the remaining two groups in the marital
status variable, we set five new categories of the marital status and
satisfaction variable: (a) never-married, (b) married but single, (c)
married and satisfied, (d) married and average, and (e) married
and dissatisfied.
Covariates included various socio-demographic characteristics:
gender, age, education, self-rated social class, employment, and
religion. Individuals were divided into five age groups: 20229,
30239, 40249, 50259, and $60 years. Education level was
categorized into four groups: lowest (no or above lowest
qualification), low (higher secondary completed), high (above
higher secondary level), and highest (university degree completed).
PLOS ONE | www.plosone.org

Results
Out of the entire study population, 65.00% of individuals
reported very good or good health from the four countries. China
and Taiwan showed relatively high proportions of individuals
reporting very good or good health (75.54% and 72.64%,
respectively), with lower proportions in Japan and Korea
(48.69% and 55.16%, respectively) (Table 1). The proportion of
never-married individuals was highest in Taiwan (26.25%) and
lowest in China (10.58%). China had the highest proportion of
married individuals who were satisfied with marriage (68.86%),
whereas Korea had the lowest proportion (40.04%). Regarding the
covariates, the countries with the highest proportion of individuals
with a particular characteristic were: Japan for individuals aged 60
years and over (37.24%), Korea for individuals who completed a
university degree (27.88%), Taiwan for individuals who reported
belonging to the highest level of social class (22.46%), China for
employed individuals (90.18%), and Korea for individuals
affiliated with Christianity (31.69%).
Table 2 presents the unadjusted association of each characteristic with reporting very good or good health for each country.
Considering only marital status, never-married individuals showed
the highest proportion in reporting very good or good health in
every country. However, when considering marital status and
satisfaction, the group with the highest proportion of individuals
reporting very good or good health in both Japan and Korea was
married individuals who were satisfied with marriage. Moreover,
every covariate was significantly associated with reporting very
good or good health for at least one country.
Using a two-level multivariate logistic analysis, we obtained the
adjusted ORs of reporting very good or good health for individuals
2
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184
2547

Married but singlea

Married

184
2103
355
89

Married but singlea

Married and satisfied

Married and average

Married and dissatisfied

3
1379

Male

(12.74)

722
642
389

40–49

50–59

$60

705
288
144

Low

High

Highest

907
839
77

Low

High

Highest

Employment

1231

Lowest

Self-rated social class

1917

Lowest

Education

(21.02)

746

(2.52)

(27.47)

(29.70)

(40.31)

(4.72)

(9.43)

(23.08)

(62.77)

(23.64)

(24.43)

555

30–39

(18.17)

(45.15)

(54.85)

(2.91)

(11.62)

(68.86)

(6.02)

(10.58)

(83.40)

(6.02)

(10.58)

(24.46)

(75.54)

#29

Age, y

1675

Female

Gender

Socio-demographic characteristics

323

Never-married

Marital status and satisfaction factors

323

Never-married

Marital status factors

2307

Fair, bad or very bad

335

1053

447

147

397

234

984

367

738

399

310

318

217

894

1088

124

432

864

257

305

1420

257

305

1017

965

(16.90)

(53.13)

(22.55)

(7.42)

(20.03)

(11.81)

(49.65)

(18.52)

(37.24)

(20.13)

(15.64)

(16.04)

(10.95)

(45.11)

(54.89)

(6.26)

(21.80)

(43.59)

(12.97)

(15.39)

(71.64)

(12.97)

(15.39)

(51.31)

(48.69)

(%)

n

n

(%)

Japan (n = 1982)

China (n = 3054)

Very good or good health

Self-rated health

Table 1. Sample characteristics for each country.
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438

392
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978
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215
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1246

215

520

542

1439

N

(22.46)

(58.05)

(13.53)

(5.96)

(18.98)

(16.86)

(24.48)

(39.68)

(19.84)

(17.47)

(22.11)

(19.79)

(20.80)

(50.63)

(49.37)

(3.18)

(7.47)

(52.25)

(10.85)

(26.25)

(62.90)

(10.85)

(26.25)

(27.36)

(72.64)

(%)

Taiwan (n = 1981)

223

681

497

120

424

300

461

336

257

192

413

382

277

688

833

94

335

609

157

326

1038

157

326

682

839

n

(14.66)

(44.77)

(32.68)

(7.89)

(27.88)

(19.72)

(30.31)

(22.09)

(16.90)

(12.62)

(27.15)

(25.12)

(18.21)

(45.23)

(54.77)

(6.18)

(22.02)

(40.04)

(10.32)

(21.43)

(68.24)

(10.32)

(21.43)

(44.84)

(55.16)

(%)

Korea (n = 1521)
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(40.17)
611
(72.24)
1431
The sample size was n = 8538.
‘Married but single’ includes widowed, divorced, and separated.
‘Not employed’ includes the unemployed, the retired, the permanently disabled out of labor force, students, and housewives.
doi:10.1371/journal.pone.0104868.t001

Discussion
Association of Marital Status and Marital Satisfaction with
Self-Rated Health
Without taking marital satisfaction into account, many studies
on Western populations showed that marriage has a positive
influence on individual health [9,11,17,22–24]. In a study of
11,112 individuals over a time span of 20 years using data from the
Panel Study of Income Dynamic in the U.S., Lillard and Waite
[22] found that married individuals had substantially lower risks of
death than their unmarried counterparts. In this study, we found

b

a

Other

Buddhist

Christian

Religion
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in the four countries as a whole (Table 3). The inter-class
correlation coefficient from the two-level analysis without explanatory variables was 0.0697, which suggests that there was some
degree of clustering among individuals within the same country.
The ratios of the generalized chi-square statistic and its degrees of
freedom were both 1, suggesting that variability in the data was
properly modeled without any residual over-dispersion.
When marital status was used as an independent variable,
compared with never-married individuals, married individuals
were more likely to rate their health as very good or good (OR
1.56 95% CI 1.16–2.10). Meanwhile, when the marital status and
satisfaction variable was used as an independent variable, married
individuals who were satisfied with marriage were more likely to
report very good or good health compared to their never-married
counterparts (OR 1.85, 95% CI 1.3722.50). In contrast, married
individuals who were dissatisfied with marriage were less likely to
rate their health as very good or good compared to never-married
individuals, although the difference was insignificant (OR 0.78;
95% CI 0.5021.24).
Using a one-level multivariate logistic analysis, we obtained the
adjusted associations of each marriage-related variable with
reporting very good or good health for each country (Table 4).
The results showed no evidence of a lack of goodness-of-fit based
on the c-statistic and the Hosmer-Lemeshow statistic. Moreover,
no strong multicollinearity was found, as shown by the values of
the variance inflation factor, which were lower than 3.5 in each
multivariate linear regression analysis. When marital status was
used as an independent variable, the group with the highest
likelihood of reporting very good or good health was no longer the
never-married group, contrary to the unadjusted findings. Married
individuals showed the highest likelihood of reporting very good or
good health in China (OR 1.72, 95% CI 1.1322.62), Taiwan (OR
1.49, 95% CI 1.0222.17), and Korea (OR 1.70, 95% CI 1.132
2.56). In Japan, however, the likelihood of reporting very good or
good health was not significantly different between married and
never-married individuals.
When the marital status and satisfaction variable was used as an
independent variable, married individuals who were satisfied with
marriage were more likely to report very good or good health than
never-married individuals, as shown in China (OR 1.88, 95% CI
1.2322.87), Japan (OR 1.55, 95% CI 1.1022.17), Taiwan (OR
1.62, 95% CI 1.11–2.37), and Korea (OR 2.06, 95% CI 1.35–
3.14). Meanwhile, with regard to dissatisfaction with marriage, in
Japan married individuals who were dissatisfied with their
marriage were significantly about half as likely as their nevermarried counterparts to report their health as very good or good
(OR 0.51, 95% CI 0.3120.83). Individuals in dissatisfying
marriages showed, although the difference was neglectable, a
lower likelihood of reporting very good or good health than nevermarried individuals, as shown in China (OR 0.82, 95% CI 0.452
1.49), Taiwan (OR 0.85, 95% CI 0.4521.63), and Korea (OR
0.93, 95% CI 0.5121.70).
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(9.82)

(90.18)

300

2754

Not employed

Employed

(%)
n
(%)
N
n
(%)
n

(%)

Japan (n = 1982)
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Table 2. Unadjusted association of each characteristic with reporting very good or good health for each country.
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(53.74)
428

(59.08)
(74.56)

(67.47)
455

1431

95

1315

(78.94)

(68.42)

0.008

611

(51.45)

0.033

that the adjusted association between marital status and self-rated
health was significant in all countries surveyed, except for Japan.
Moreover, when individuals from all four countries were
considered as a whole, this association was found to be statistically
significant.
Surprisingly few studies have considered marital status as well as
marital satisfaction when comparing unmarried and married
people. St John and Montgomery analyzed 1,751 adults aged 65
years and over in Manitoba, Canada from 1991 to 1992 and found
that, compared to never-married individuals, married individuals
who were dissatisfied with their partner had a higher likelihood of
depressive symptoms [6].
In an analysis of 413 women aged 42 to 50 years in 1983 and
1986 from the Pittsburgh Healthy Women Study in the U.S.,
Troxel et al. found that women who were single or moderately
satisfied with marriage did not differ significantly in terms of the
risk of developing a metabolic syndrome, whereas women satisfied
with their marriage were at lower risk than their unmarried
counterparts [10]. To examine the influence of marital status,
relationship quality, and network support on ambulatory blood
pressure (ABP) and mental health, Holt-Lunstad et al. analyzed
data from 204 married and 99 single individuals in the U.S. [7].
They found that married individuals had greater blood pressure
dips than unmarried individuals and that better marital quality
was associated with lower ABP, lower stress, and less depression.
Moreover, they observed that single individuals had lower 24-h
and waking ABP compared to those in unhappy marriages.
The few studies that have considered the health effects of both
marital status and marital satisfaction are of great value, but they
are difficult to generalize due to a range of study limitations,
including the non-random nature of the study population [6,7,10],
small sample size [6,7,10], an insufficient number of unmarried
people [7], unknown study year and place [7], the absence of
comprehensive health outcome measures [6,7,10], and limited age
ranges [6,10], gender [10], location [10], and socio-demographic
groups [7]. Another limitation is the intra-country nature of these
investigations [6,7,10]. Furthermore, to the best of our knowledge,
no study has researched this issue in any Asian country.
However, in the present study of East Asian countries, which
provides more generalized results than in previous studies, we
found that marriage benefits with regard to self-rated health were
restricted to cases in which individuals maintained a satisfying
marriage. As shown in China, Taiwan, and Korea, married
individuals reporting that their marriage was average in terms of
satisfaction or that they were dissatisfied with their marriage did
not display evidence of any marriage benefits on their self-rated
health. Even worse, in Japan, married individuals who were
dissatisfied with their marriage suffered from a paucity of good
self-rated health compared with their never-married counterparts,
in that being married did not become significantly associated with
self-rated health for these individuals.

507

1444
Other

P-values were based on the x2 test; The sample size was n = 8538.
a
‘Married but single’ includes widowed, divorced, and separated.
‘Not employed’ includes the unemployed, the retired, the permanently disabled out of labor force, students, and housewives.
doi:10.1371/journal.pone.0104868.t002
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(%)
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Korea (n = 1521)
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Marriage and Health

Potential Differences in the Reasons for the Importance
of Marital Status and Satisfaction between Western and
East Asian Countries
Prior studies of Western countries explained why marriage
benefits individual health in terms of two major effects: the
‘marriage selection’ effect and the ‘marriage protection’ effect
[25,26]. First, the marriage selection effect refers to the notion that
healthier individuals are more likely to get married than less
healthy individuals [14,27]. For example, individuals with chronic
conditions or dangerous or unhealthy lifestyles may have more
trouble attracting a spouse compared to healthy and relatively
settled individuals [28,29]. Second, the marriage protection effect
6
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lack of useful data, we could not compare this difference between
Western and East Asian countries. However, it may be presumed
that, due to social restrictions upon entry into and exit from
marriage as well as the lack of inter-spousal communication
regarding health, married individuals in East Asian countries are
more likely than their Western counterparts to maintain their
unhappy marriages, incurring psychological costs.

refers to marriage itself and how it can reduce mortality and
morbidity [22]. For example, through inter-spousal communication, marriage may encourage healthy behaviors, such as visiting
doctors [30], and discourage risky behaviors, such as smoking,
heavy alcohol use, or illicit drug use [17,22]. Also, marriage may
provide psychological benefits such as reduced stress or improved
social ties [22,31].
However, marriage selectivity may not apply as significantly to
Asian societies. Relative to Western countries, marriage is still
nearly universal in Asia, for the purposes of being treated as a
mature adult and having children [32,33]. Additionally, divorce is
less frequent in Asia owing to cultural reasons, social norms, or a
lack of financial independence in women [34–36]. Furthermore,
marriage tends to be thought of not as an individual-to-individual
but as a family-to-family contract in Asian countries, such that
many marriage-related decisions are still strongly influenced by
parental and relatives’ interventions [35,37].
Second, inter-spousal communication may not be as strong in
Asian countries as it is in Western countries. Traditionally, the
husband and wife as a married couple tend to demarcate their
household responsibilities in Asian societies; most husbands have
been exclusively obliged to procure jobs and make money for their
families, whereas most wives have taken full responsibility for
completing household chores and raising and educating the
children [35,38,39]. Particularly, married spouses usually do not
talk openly about issues regarding each other’s health, which is
often considered as being ill-mannered [39–41]. Finally, the
degree to which marriage provides psychological benefits may
differ between Western and East Asian countries. For example, in
Western countries, marriage could likely increase psychological
benefits rather than psychological costs, thereby offering a
significant, beneficial effect of marriage on health. However, in
East Asian countries, psychological benefits due to marriage may
be overshadowed by psychological costs. Unfortunately, due to the

Advantages and Limitations of the Present Study
To the best of our knowledge, the present study is the first to
analyze the association between marital status and marital
satisfaction with self-rated health, nationwide as well as across
countries. Using the 2006 EASS dataset obtained through a
coordinated research setting, we examined the four East Asian
countries of China, Japan, Taiwan, and Korea, both separately
and as a whole. Additionally, we employed a two-level multivariate
logistic model to adjust for possible correlations between
individuals within the same country.
Despite these advantages, this study still has several limitations.
First, the 2006 EASS dataset had relatively low response rates.
Valid response rates were 38.5% in China, 59.8% in Japan, 42.0%
in Taiwan, and 65.7% in Korea. Nonetheless, the dataset has been
shown to be not statistically different from the corresponding
national census data in each country [20,42]. Second, characteristics such as chronic diseases, smoking, and social networks could
not be included as covariates owing to the absence of information
pertaining to these variables in the dataset. Third, objective health
may be a better measure than self-rated health. However,
measures of self-rated health have proven to be both reliable
and valid health indicators with sufficient variability in a wide
range of age groups [43,44]. However, subjective reports of health
status may be confounded by other variables, such as neuroticism
or psychological distress, and may not correlate with the
underlying pathology [45]. Also, there is some uncertainty about

Table 3. Adjusted associations of marriage with reporting very good or good health for China, Japan, Taiwan, and Korea (a twolevel multivariate logistic analysis).a

OR

(95% CI)

p-value

Marital status factors
Never-married (ref)

1.00

Married but singleb

1.27

(0.8621.88)

0.144

Married

1.56

(1.1622.10)

0.017

Fit statistics
Generalized x2

8522.65

2

Generalized x /DF

1.00

Marital status and satisfaction factors
Never-married (ref)

1.00

Married but singleb

1.22

(0.8321.79)

0.207

Married and satisfied

1.85

(1.3722.50)

0.007

Married and average

1.04

(0.7421.46)

0.752

Married and dissatisfied

0.78

(0.5021.24)

0.191

Fit statistics
Generalized x2

8510.70

2

Generalized x /DF

1.00

CI = confidence interval; OR = odds ratio; The sample size was n = 8538.
The model was adjusted for gender, age, education, self-rated social class, employment, and religion.
‘Married but single’ included widowed, divorced, and separated.
doi:10.1371/journal.pone.0104868.t003
a

b
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1.72
0.698
6.851 (0.553)

Married

c-statistic

H-L test, x2 (p)

Married but single

0.706
4.213 (0.837)

c-statistic

H-L test, x2 (p)

(0.4521.49) 0.511

(0.8221.58)

(0.6821.59)

6.299 (0.614)

0.651

0.51

0.71

1.55

0.98

1.00

(0.3120.83)

(0.4921.03)

(1.1022.17)

(0.6421.49)

11.091 (0.197)

0.614

1.14

1.04

1.00

0.008

0.070

0.012

0.925

0.450

0.851

P-value

CI = confidence interval; OR = odds ratio; H–L test indicates Hosmer-Lemeshow goodness-of-fit test; The sample size was n = 8538.
a
The model was adjusted for gender, age, education, self-rated social class, employment, and religion.
b
‘Married but single’ included widowed, divorced, and separated.
doi:10.1371/journal.pone.0104868.t004

1.19
0.82

Married and average

(0.7421.92) 0.471

(0.7622.19) 0.352
(1.2322.87) 0.004

1.29

(1.1322.62) 0.012

(0.7822.25) 0.304

1.88

Married and dissatisfied

Married and satisfied

b

Never-married (ref)

1.00

1.32

Married but singleb

Marital status and satisfaction factors

1.00

Never-married (ref)

Marital status factors

(95% CI)

OR

P-value

OR

(95% CI)

Japan (n = 1982)

China (n = 3054)

Table 4. Adjusted association of marriage with reporting very good or good health for each country.a.

(1.0222.17)

(0.8522.22)

(95% CI)

(0.8322.16)

(0.4521.63)

(0.6421.75)

(1.1122.37)

13.156 (0.107)

0.711

0.85

1.06

1.62

1.34

1.00

9.988 (0.266)

0.706

1.49

1.37

1.00

OR

Taiwan (n = 1981)

0.630

0.814

0.013

0.237

0.039

0.202

P-value

6.404 (0.602)

0.713

0.93

1.17

2.06

0.90

1.00

9.204 (0.325)

0.702

1.70

1.01

1.00

OR

(0.5121.70)

(0.7421.85)

(1.3523.14)

(0.5121.60)

(1.1322.56)

(0.5721.78)

(95% CI)

Korea (n = 1521)

0.813

0.503

0.001

0.714

0.012

0.982

P-value

Marriage and Health

8

August 2014 | Volume 9 | Issue 8 | e104868

Marriage and Health

what is being measured when using self-rated health as an health
outcome [46]. Nevertheless, self-rated health has been shown to be
closely related to the objective health level by many researchers
[3,44,47,48]. Self-rated health has reliability and validity for
morbidity and mortality [47,48]. In addition, self-report methods
that focus on specific, well-operationalized symptoms are reliably
associated with physicians’ diagnoses [49]. Also, self-rated health
has been found to be a good predictor of people’s future health
care use [47]. Fourth, using a cross-sectional analysis, we could not
adjust for the ‘marriage selection’ problem, as discussed earlier.
Fifth, many previous studies have found that depressive symptoms
are strongly associated with poorer self-rated health [50–52].
Moreover, people with depression may be at higher risk of poor
marital relations [6,53,54]. However, because the 2006 EASS is
cross-sectional and did not provide detailed information about
depression, we cannot account for this possibility. Further
longitudinal studies are necessary to test the directionality of the
relationships among depression, self-rated health and marital
satisfaction. Finally, it is important to bear in mind that the use of
cross-sectional data precludes any definitive causal conclusions
about the relationship between marital quality and self-rated
health. However, in a recent study of 707 continuously married
adults over a 20-year period in the US, Proulx and Snyder-Rivas
showed no evidence that changes in self-rated health predicted
those in marital status or marital stability over time [55].

satisfying marriages generally have better self-rated health,
whereas married individuals in dissatisfying marriages may either
show no difference in self-rated health, or report worse self-rated
health.
However, because this was a cross-sectional study, we could not
draw a causal relationship between marital satisfaction and selfrated health. Further longitudinal studies are required to clarify
the causal relationship between marital satisfaction and health.
Meanwhile, these conclusions introduce further questions. For
example, in which countries is marital satisfaction more important
than marriage itself in determining individual health? Moreover, if
marital satisfaction is indeed more important than simply
marriage, should public health agencies break up unhappy
marriages and incentivize single people in order to improve public
health? Given these questions, this study highlights the necessity of
extensive in-depth research on the importance of marital
satisfaction with regard to individual health locally and internationally. Undoubtedly, further research will contribute to a better
understanding of the relationship between marriage and individual
health and will aid in establishing effective social policies to
improve public health.

Acknowledgments
The East Asian Social Survey (EASS) is based on Chinese General Social
Survey (CGSS), Japanese General Social Surveys (JGSS), Korean General
Social Survey (KGSS) and Taiwan Social Change Survey (TSCS), and
distributed by the EASSDA.

Conclusion
The present study of East Asian countries suggests that marriage
benefits with regard to self-rated health are significant, but that
these results only apply to individuals in satisfying marriages. The
study also suggests that marital satisfaction, rather than marriage
itself, gives much detailed explanation of self-rated health.
Compared to never-married individuals, married individuals in

Author Contributions
Conceived and designed the experiments: WC. Performed the experiments: WC RK. Analyzed the data: WC RK. Contributed reagents/
materials/analysis tools: WC RK. Wrote the paper: WC RK. Reviewed
and revised manuscript: WC RK.

References
13. Wade TJ, Pevalin DJ (2004) Marital transitions and mental health. J Health Soc
Behav 45: 155–170.
14. Cheung YB (1998) Can marital selection explain the differences in health
between married and divorced people? From a longitudinal study of a British
birth cohort. Public Health 112: 113–117.
15. Urquia ML, O’Campo PJ, Ray JG (2013) Marital status, duration of
cohabitation, and psychosocial well-being among childbearing women: a
canadian nationwide survey. Am J Public Health 103: e8–e15.
16. Joutsenniemi KE, Martelin TP, Koskinen SV, Martikainen PT, Harkanen TT,
et al. (2006) Official marital status, cohabiting, and self-rated health-time trends
in Finland, 1978–2001. Eur J Public Health 16: 476–483.
17. Lindstrom M (2009) Marital status, social capital, material conditions and selfrated health: a population-based study. Health Policy (New York) 93: 172–179.
18. Prince MJ, Beekman AT, Deeg DJ, Fuhrer R, Kivela SL, et al. (1999)
Depression symptoms in late life assessed using the EURO-D scale. Effect of age,
gender and marital status in 14 European centres. Br J Psychiatry 174: 339–345.
19. Penninx BW, van Tilburg T, Kriegsman DM, Deeg DJ, Boeke AJ, et al. (1997)
Effects of social support and personal coping resources on mortality in older age:
the Longitudinal Aging Study Amsterdam. Am J Epidemiol 146: 510–519.
20. Academy of East Asian Studies (2006) East Asian Social Survey: Study
description form and study monitoring questionnaire. Available: http://www.
eassda.org/modules/doc/index.php?doc = non_01_01&___M_ID = 93. Accessed 2013 July 8.
21. Snijders TAB, Bosker RJ (2012) Multilevel analysis : an introduction to basic and
advanced multilevel modeling. London: Sage.
22. Lillard LA, Waite LJ (1995) Til death do us part: marital disruption and
mortality. Am J Sociol 100: 1131–1156.
23. Staehelin K, Schindler C, Spoerri A, Zemp Stutz E (2012) Marital status, living
arrangement and mortality: does the association vary by gender? J Epidemiol
Community Health 66: e22.
24. Ebrahim S, Wannamethee G, McCallum A, Walker M, Shaper AG (1995)
Marital status, change in marital status, and mortality in middle-aged British
men. Am J Epidemiol 142: 834–842.
25. Goldman N (1993) Marriage selection and mortality patterns: inferences and
fallacies. Demography 30: 189–208.

1. Hosseinpoor AR, Stewart Williams JA, Gautam J, Posarac A, Officer A, et al.
(2013) Socioeconomic inequality in disability among adults: A multicountry
study using the world health survey. Am J Public Health 103: 1278–1286.
2. von dem Knesebeck O, Geyer S (2007) Emotional support, education and selfrated health in 22 European countries. BMC Public Health 7: 272.
3. Svedberg P, Bardage C, Sandin S, Pedersen NL (2006) A prospective study of
health, life-style and psychosocial predictors of self-rated health. Eur J Epidemiol 21: 767–776.
4. Bookwala J (2011) Marital quality as a moderator of the effects of poor vision on
quality of life among older adults. J Gerontol B Psychol Sci Soc Sci 66: 605–
616.
5. Dieperink KB, Hansen S, Wagner L, Johansen C, Andersen KK, et al. (2012)
Living alone, obesity and smoking: important factors for quality of life after
radiotherapy and androgen deprivation therapy for prostate cancer. Acta Oncol
51: 722–729.
6. St John PD, Montgomery PR (2009) Marital status, partner satisfaction, and
depressive symptoms in older men and women. Can J Psychiatry 54: 487–492.
7. Holt Lunstad J, Birmingham W, Jones BQ (2008) Is there something unique
about marriage? The relative impact of marital status, relationship quality, and
network social support on ambulatory blood pressure and mental health. Ann
Behav Med 35: 239–244.
8. Balog P, Janszky I, Leineweber C, Blom M, Wamala SP, et al. (2003) Depressive
symptoms in relation to marital and work stress in women with and without
coronary heart disease. The Stockholm Female Coronary Risk Study.
J Psychosom Res 54: 113–119.
9. Kimmel PL, Peterson RA, Weihs KL, Shidler N, Simmens SJ, et al. (2000)
Dyadic relationship conflict, gender, and mortality in urban hemodialysis
patients. J Am Soc Nephrol 11: 1518–1525.
10. Troxel WM, Matthews KA, Gallo LC, Kuller LH (2005) Marital quality and
occurrence of the metabolic syndrome in women. Arch Intern Med 165: 1022–
1027.
11. Liu H (2012) Marital dissolution and self-rated health: age trajectories and birth
cohort variations. Soc Sci Med 74: 1107–1116.
12. Gardner J, Oswald A (2004) How is mortality affected by money, marriage, and
stress? J Health Econ 23: 1181–1207.

PLOS ONE | www.plosone.org

9

August 2014 | Volume 9 | Issue 8 | e104868

Marriage and Health

42. Hanibuchi T, Nakaya T, Murata C (2012) Socio-economic status and self-rated
health in East Asia: a comparison of China, Japan, South Korea and Taiwan.
Eur J Public Health 22: 47–52.
43. Benjamins MR, Hummer RA, Eberstein IW, Nam CB (2004) Self-reported
health and adult mortality risk: an analysis of cause-specific mortality. Soc Sci
Med 59: 1297–1306.
44. Idler EL, Benyamini Y (1997) Self-rated health and mortality: a review of
twenty-seven community studies. J Health Soc Behav 38: 21–37.
45. Watson D, Pennebaker JW (1989) Health complaints, stress, and distress:
exploring the central role of negative affectivity. Psychol Rev 96: 234–254.
46. Maddox GL, Douglass EB (1973) Self-assessment of health: a longitudinal study
of elderly subjects. J Health Soc Behav 14: 87–93.
47. Miilunpalo S, Vuori I, Oja P, Pasanen M, Urponen H (1997) Self-rated health
status as a health measure: the predictive value of self-reported health status on
the use of physician services and on mortality in the working-age population. J
Clin Epidemiol 50: 517–528.
48. Idler EL, Leventhal H, McLaughlin J, Leventhal E (2004) In sickness but not in
health: self-ratings, identity, and mortality. J Health Soc Behav 45: 336–356.
49. Jenkins CD, Kreger BE, Rose RM, Hurst M (1980) Use of a monthly health
review to ascertain illness and injuries. Am J Public Health 70: 82–84.
50. Han B (2002) Depressive symptoms and self-rated health in community-dwelling
older adults: a longitudinal study. J Am Geriatr Soc 50: 1549–1556.
51. Callahan CM, Hui SL, Nienaber NA, Musick BS, Tierney WM (1994)
Longitudinal study of depression and health services use among elderly primary
care patients. J Am Geriatr Soc 42: 833–838.
52. Pruchno R, Wilson-Genderson M, Cartwright F (2009) Self-rated health and
depressive symptoms in patients with end-stage renal disease and their spouses: a
longitudinal dyadic analysis of late-life marriages. J Gerontol B Psychol Sci Soc
Sci 64: 212–221.
53. Kivela SL, Luukinen H, Sulkava R, Viramo P, Koski K (1999) Marital and
family relations and depression in married elderly Finns. J Affect Disord 54:
177–182.
54. Rosand GM, Slinning K, Eberhard-Gran M, Roysamb E, Tambs K (2012) The
buffering effect of relationship satisfaction on emotional distress in couples. BMC
Public Health 12: 66.
55. Proulx CM, Snyder-Rivas LA (2013) The longitudinal associations between
marital happiness, problems, and self-rated health. J Fam Psychol 27: 194–202.

26. Murray JE (2000) Marital protection and marital selection: evidence from a
historical-prospective sample of American men. Demography 37: 511–521.
27. Waldron I, Hughes ME, Brooks TL (1996) Marriage protection and marriage
selection: prospective evidence for reciprocal effects of marital status and health.
Soc Sci Med 43: 113–123.
28. Carter H, Glick P (1976) Marriage and Divorce: A Social and Economic Study.
Cambridge, Mass.: Harvard University Press.
29. Retherford RD (1975) The Changing Sex Differential in Mortality. Westport,
Conn.: Greenwood.
30. Umberson D (1992) Gender, marital status and the social control of health
behavior. Soc Sci Med 34: 907–917.
31. Das Gupta M, Chung W, Shuzhuo L (2009) Evidence for an incipient decline in
numbers of missing girls in China and India. Popul Dev Rev 35: 401–416.
32. Jones GW (2005) The ‘‘flight from marriage’’ in south-east and east Asia.
J Comp Fam Stud 36: 93–119.
33. Edlund L (1999) Son preference, sex ratios, and marriage patterns. J Polit Econ
107: 1275–1304.
34. Sudha S, Suchindran C, Mutran EJ, Rajan SI, Sarma PS (2006) Marital status,
family ties, and self-rated health among elders in South India. J Cross Cult
Gerontol 21: 103–120.
35. Pimentel EE (2000) Just how do I love thee?: Marital relations in urban China.
J Marriage Fam 62: 32–47.
36. Dommaraju P, Jones G (2011) Divorce trends in Asia. Asian J Soc Sci 39: 725–
750.
37. Ghimire DJ, Axinn WG, Yabiku ST, Thornton A (2006) Social change,
premarital nonfamily experience, and spouse choice in an arranged marriage
society 1. Am J Sociol 111: 1181–1218.
38. Zuo J, Bian Y (2001) Gendered resources, division of housework, and perceived
fairness–A case in urban China. J Marriage Fam 63: 1122–1133.
39. Das Gupta M, Zhenghua J, Bohua L, Zhenming X, Chung W, et al. (2003) Why
is son preference so persistent in East and South Asia? A cross-country study of
China, India and the Republic of Korea. J Dev Stud 40: 153–187.
40. Sung MA (2013) Factors associated with marital conflict for baby boomers in
South Korea. Int J Hum Ecol 14: 103–113.
41. D’Souza MS, Karkada SN, Somayaji G, Venkatesaperumal R (2013) Women’s
well-being and reproductive health in Indian mining community: need for
empowerment. Reprod Health 10: 24.

PLOS ONE | www.plosone.org

10

August 2014 | Volume 9 | Issue 8 | e104868

